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Editorial
by Cathy Hayward, Meds '84
Rumour has it that many students who
assume political responsibilities during
their undergraduate medical education are
motivated by the appearance of their curriculum vitae. As the theory goes, the major
objective of a journal editor is to avoid having the demise of the publication occurring
during his/her " reign" as editor. I think it is
fair to say that this theory does not apply to
all involved students and that a population
of committed , genuinely interested individuals exists upon whom this publication
is dependent for its success.
At this point in our publication's operating year, I feel that the Journal can be financially viable but this will require constant effort, maintenance and reassessment
in the future. Hopefully, the organization of
these matters and the establishment of protocols for cost-evaluation will help in future
years.
Veteran members of our staff harbour
feelings of concern towards Hippocratic
Council 's involvement in the Journal. Under
the present set-up, they provide only a partial subsidy for the cost of the students'
issues. As costs have risen, this has become
an area of intense concern. Indeed , without
interaction on matters of content and
mutual benefit, the Journal is merely a
drain on the financial resources of the
Council. Unfortunately, interactions in recent years have been scarce and other Council priorities have competed with concern
for the Journal. I feel that the situation calls
for a declaration of their interest in the
Journal in the form of more active, on-going
participation and concern for our affairs
beyond the handling of requests for subsidies. Progress has been made in the area

of content contribution from the Council
and they have offered to re-evaluate their
degree of financial support. Hopefully, they
will soon be able to complete their assessment of fmancial priorities and demonstrate their concern for the Journal with a
concrete committment to its present and
future financial health.
Publishing at regular intervals while trying to work around the pressures of studies
has not been without snags and communication with 3rd and 4th year st udents has
posed difficulties. Examinations are often
accompanied by a period ofloss of committment to activities. Much of what is required
to keep the Journal going is scut work.
Generating enthusiasm for such tasks is a
creative endeavor. Much of what has been
accomplished and where real progress has
occurred has been with the members who
have taken on their own initiative and have
created new responsibilities and new pro·cedures.
It is the ambition of our staff to justify the
Journal's existence on the developing
strength of its content rather than relying on
the maintenance of a tradition. Wbile we
feel that the utilization of Journal space for
solicited faculty articles on areas of interest
is a justifiable content interest, we have invested most of our energy in the direction of
student contributors. As student enthusiasm and support grows, we hope to have a
journal that more closely resembles our objectives and is more interesting to our
diverse circulation. Hopefully, the Journal
will become a source of general information, news and items of specific interest to
each reader. We are committed to the support of student literary endeavors and

research. Recently, several faculty members
expressed an interest in aiding students
seeking to improve their research capabilities by offering to assist them in writing a
paper of quality by providing the student
with an assessment of the paper's strengths
and weaknesses and with suggestions for
improvement. Utilization of this assistance
should help improve the Journal's qualilty
and educational value and provide the contributors with a valuable return for their effort.
In our attempts to facilitate student involvement, we will be trying out using a
class journal representative as the go-between our contributors and the staff. These
individuals will hopefully be able to more effectively solicit and pursue content within
that year of medicine. Task oriented teams
have also been suggested to alleviate some
of the difficulties we have had in getting
staff together. Recently, a mail box for
students was established so that they can
contact the Journal more readily. Most importantly, we hope that more people will
communicate their feelings (good or bad)
about the Journal to us. We hope that the
Journal can become a sounding board for
opinions on other issues as well.
I hope that we have succeeded in providing our readers with more than just
promises of change and improvement.
Yours sincerely,
Cathy Hayward, Editor

The University of Western Ontario Medical Journal is published four times per year by the students of the UWO Medical School.

Established in 1930. Subscription rate is $8.00 per year. Notify the Journal of any change of address promptly. All correspondence
should be directed to UWO Medical Journal , Health Sciences, UWO, London, Ontario, Canada. Typesetting, paste-up and printing
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The Policeman, The Physician and
The Rape Victim
by Mike Northcott, Meds '85
(The author would lilce to thank Staff
Sergeant Elgin Austen of the Persons Section, Criminal Investigation Division of the
London Police Force for consenting to be interviewed. This article could not have been
written without him.)
A suspected rape in the city of London is
radioed in by patrol officers or telephoned
in to police headquarters on the "911" exchange. Uniformed officers are sent to the
scene to assess the situation. If the victim is
fairly stable, they begin an initial investigation of the location and obtain a description
of the suspect. This information is spread
via police radio so that a suspect is being
sought actively.
If the victim requires medical treatment,
however, the officers postpone most questioning until the victim receives hospital
care. The hospital examination (more fully
described in Dr. Hyndman's article in this
issue) takes place after a quick primary
assessment by the police.
All reported rapes are treated as genuine
initially; nevertheless, it is estimated that 5
out of 10 of the reported rapes in London
are not genuine, for whatever reason (e.g. to
seek sympathy or to disguise an unwanted
pregnancy). Thus, the initial assessment by
the investigating officers is crucial. Obviously, then , the relationship between
policeman and physician is fundamental to
the resolution of the rape crisis.
The founding of the Sexual Assault Team
at St. Joseph's Hospital in London, Ontario,
as well as the development of the Sexual
Assault Kit by the Ontario Secretariat for
Justice, has helped promote good communication and cooperation between police and
doctors. The kit provides a systematic
method for examining the rape victim, thus
allowing the doctor to concentrate upon
establishing rapport with the patient. The
training at St. Joseph's Hospital , when combined with the kit, establishes a chronology
and a methodology for the collection and
correlation of evidence. This helps the doctor present evidence in court in a fashion
coincident with the patient's best interests.
The family are called in to attend the victim after the physical examination. If the
victim has no family or none are readily
available, personnel from the Rape Assault
Center or family consultants from the police
force are brought in to attend the victim.
Staff Sergeant Austen emphasized that the
emotional reaction to a rape may occur

hours after the incident itself; obviously,
emotional support for the victim is important.
Indeed , one often sees a bond formed between victim and police, and communication is maintained for months after the incident. Interestingly enough , the female rape
victim seems to be more communicative
with a sympathetic male officer, according
to Staff Sergeant Austen.
The police contact the victim again within
24 hours of the incident; perhaps some
previously forgotten details have been
recalled. Contact is maintained intermittently during the investigation by police to
see how the victim is getting along.
There are nine officers in the Persons Section of the London Police Force. They investigate crimes against persons such as
assaults, rape, robbery, homicides and even
missing persons. Rape is treated as a major
investigation, especially when the incident
has taken place recently. In the long term
rape is treated more seriously than robbery
and slightly less seriously than homicide.
If a suspect is apprehended , the victim is
contacted several more times to re-examine
the original description of the entire incident. An open file is kept on the case if no
suspect is apprehended. Staff Sergeant
Austen mentioned that the first six months
after the incident is the optimal time for
locating a suspect.
In 1981 in the city of London there were
36 reported rapes, of which 18 were genuine. Charges were laid in 12 cases. At the
present time a suspect may be out on bail
for 6 to 8 months before trial, or may be
held in custody for about 1 month prior to
trial. In the last two years only one case
brought to trial did not result in a conviction.
Central to the determination of whether a
rape has genuinely taken place (and hence,
whether or not charges will be laid) is the
matter of consent. This may best be illustrated by an example. Suppose a young man
asks a young lady out to dinner. After dinner she returns with him to his apartment
and a sexual liaison ensues. Now, if no
physical force or threat of same was involved, then consent was given (either explicitly
or implicity) and rape did not take place.
This contrasts with the case of a man who
took his sister-in-law for a car ride, stopped
at a secluded spot and enforced sexual relations at knife-point. Consent was not given,

and consequently a charge of rape was laid
and successfully prosecuted.
Staff Sergeant Austen mentioned some
situations in which rape may arise. Hitchiking can sometimes end in rape; this has
been the case in London for several younger
girls without their own transport. Taking
shortcuts through unfrequented areas is
another problem; pairing up with others
can reduce the risk. The Rape Assault
Center provides rape prevention information.
Compensation for the rape victim is
handled by the Criminal Injuries Compensation Board of Ontario. Monetary compensation may be paid to the victim, dependants of the victim if the victim dies, or to
the person responsible for the maintenance
(support) of a child born as a result of rape.
Application for such compensation should
be made within one year of the incident.

par-ti' ci-pa' tion
-

the state of being related
to the larger whole.

In medicine in Ontario, it's the Ontario
Medical Association that represents
the larger whole. Comprehensive in
membership- it unites the whole profession , gp's and specialists, practitioners and students- comprehensive
as well in its work, reflecting the profession's concern with clinical and
scientific issues and with medical
economics and politics, with practice
management, and with the social issues
that affect the professional and personal lives of today's physicians. The
O.M.A. offers you participation.
For information on joining the Ontario
Medical Association, simply write
Anne Todd, Supervisor of Membership, O.M.A., 240 St. George Street,
Toronto, Ontario M5R 2P4; or phone
925-3264 (in Toronto), 1-800-268-7215
(toll-free, outside Toronto).

JOINING IS ONLY YOUR FIRST
STEP IN PARTICIPATION.
Ontario Medical Assocladon
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The Role of the Physician in Cases of
Alleged Sexual Assault
by W. B. Hyndman, B.Sc., M.D., C.C.F.P.
Until a few years ago, there was no formalized systematic procedure for the examination of an alleged sexual assault victim. Teaching at all levels of medical education was lacking. Delays in court cases caused unnecessary inconvenience for doctors
and their patients. As a result, physicians
were reluctant to become involved in sexual
assault cases.
Emergency Department physicians felt
they should not become involved because
once the procedure begins, no one should
leave the room until the examination is
completed - a requirement to maintain
"continuity of evidence". Therefore, should
an emergency arise within the Emergency
Department, no physician would be immediately available.
Obstetricians and Gynecologists felt they
should not become involved because should
a difficult or complicated delivery arise,
their lack of attendance at delivery might
jeopardize the birth of a healthy infant.
At St. Joseph's Hospital in London, a
group of interested family doctors was
therefore formed to be available 24 hours a
day for the examination of suspected sexual
assault victims. Sexual assaults occur at all
hours of the day or night and a physician
must be free to proceed as quickly as possible and without interruption.
A systemic procedure for, and, a teaching
film of, the examination of alleged victims
of sexual assault were developed at St.
Joseph's Hospital. They were used exclusively at the Hospital and arrangements were
made with the Crown Attorney's Office in
London whereby undue court delays would
not interfere with the physician's work day.
This system worked very nicely in London
but did very little for similar problems
throughout the Province of Ontario.
In 1980, the Ontario Secretariat for
Justice , after a province-wide study,
developed a Sexual Assault Kit. This kit
contains all the appropriate forms and containers necessary for the systematic examination of an alleged sexual assault victim and is now used throughout the Province of Ontario.
In view of the film made earlier at St.
Joseph 's Hospital in London, Doctors Noam
and Beryl Chernick were asked to make a
formal teaching film to be distributed with
the Sexual Assault Kits. This film was made
in London and is now distributed provincewide and throughout Canada.
Until 1980, there was no fee in the OHIP
schedule of fees to compensate a physician
4

for examination of an alleged sexual assault
victim. Negotiations took place between
OHIP and the Provincial Attorney General's Office and there now exists such a fee
to adequately remunerate physicians. This
arrangement did not exist before, and
played some role in physicians' reluctance
to become involved with these cases.
When dealing with sexual assault cases,
the physician has a dual role:
1. Rendering medical care to the patient.
2. Gathering evidence that may be used in
court.
Inherent in this dual role, the physician
has three obligations:
1. An obligation to the patient.
2. An obligation to the police.
3. An obligation to the court.
1. The physician's obUgatfon to the patient.
The physician must provide the best possible care for the patient- both physical and
emotional.
2. The physician's obUgatlon to the poUce.
Once the physician has received appropriate
consent and has undertaken care of the patient, he or she is obligated to collect
evidence as carefully as possible, record
findings in detail, and give this information
directly to the police. Prior to the examination, the police give the physician a capsule
summary of the case. This aids the doctor in
the examination. For example, if the suspected assault took place in a wooded area,
then the doctor will be alert to the possibility of finding wood chips or bark particles
on the victim's body. After the examination,
the physician gives the police a capsule summary of the findings thus aiding the police
in their assessment of the case.
3. The phy fclan's obUgatfon to the court.
Should the case come to trial, the physician
is legally bound to appear in court when
subpoenaed to do so. The physician presents the findings from the examination in a
clear and objective manner. The court sees
to it that justice is served for both the victim
and the accused.
People have wondered if the obligation to
the police and to the court influence how the
physician approaches the patient. The
answer to this question is two-fold. The care
and treatment of the patient is not influenced by these obligations. However, the
physical examination is influenced insofar
as one must look for minute details. For example, a carpet fragment in pubic hair may
be very important in court as this could be
the only piece of evidence available to prove
the patient was at the scene of the alleged

crime. The finding of sperm in the vagina or
a dried semen specimen on the inner thigh
could be extremely important in court. If
the physician had no obligation to the police
or to the court, these details would not have
to be sought out nor would they influence
the care and treatment of the patient.
If the physician is the fi rst person to
whom the offence is reported and if the patient is going to file charges, then the police
must become involved before any examination takes place. Under these circumstances, the physician accepts the dual role
previously mentioned . If charges are not going to be tiled, then the physician looks after
the patient purely from a medical point of
view.
A fundamental principle of the practice of
medicine is that the physician may do
nothing to or for a patient without the patient's consent. Therefore a consent from
the patient must be obtained before any
questions, examination or treatment may be
carried out. The consent form is a very important document for both the patient and
the physician. It tells the patient what will
be done and protects the doctor from
assault charges.
In dealing with patients below the age of
majority, consent of a parent or guardian
must be sought. At any age, the physician
must be sure that the patient understands
the consent. If there is any concern that the
comprehension of the consent is in question,
whether because of inebriation, drug intoxication or emotional disturbance, the physician has little option but to defer the examination.
The consent signed by the patient contains four essential elements:
1. The authorization to proceed with the
examination and collection of evidence.
2. The authorization for giving over to the
police specimens collected.
3. The authorization for the release of a
written report by the physician to the
police and the court. This report contains the examination findings - both
physical and emotional.
4. The authorization for the patient to stop
the entire procedure at any time if he or
she so desires.
The consent must be signed by the patient
and by a witness. The witness is usually the
nurse who is in attendance throughout the
complete examination.
The systematic procedure for the examination of the suspected rape victim is
made up of four components- the history,

the examination, the collection of specimens
and the treatment.
The History
The history obtained by the physician is
relevant only to the examination that is to
take place. For example, it is important to
know if fellatio took place, and if ejaculation took place in the victim's mouth.
Special tests can be done to see if sperm are
present in the mouth. If anal insertion took
place, it is important to examine this area
for damage, and again special tests can be
done to check for the presence of sperm . All
this information is very important in court.
Also, tests can be performed from these
areas for the detection of venereal disease.
Therefore, each question asked in the
history is helpful to the physician in fulftlling the obligations to the patient, the police
and the court.
Physical Examination
The physical examination is very detailed
and thorough, extending from the top of the
head to the tips of the toes. The physician is
looking for injury, lacerations, bruises, etc.
The exact location and dimension of all
bruises , cuts and scrapes , must be recorded.
The CoUection of Specimens
The collection of specimens is also detailed.
The following is a list of the specimens that
must be collected if available:
1. Oothing.
2. Foreign material (dirt , fibres , etc .)
found on the body.
3. Seminal-like stains on the body and
pubic area.
4. Scalp hair samples.
5. Debris from under fingernails.
6. Mouth swabs.
7. Saliva samples.
8. Blood samples.
9. Pubic hair samples.
10. Foreign material from the pubic area
and the vagina.
11. Vaginal swabs.
12. Vaginal samples for sperm .
13. Anal swabs.
14. Urine.
These specimens must be labelled accurately as to the type of sample, the name
of the patient, the name of the physician,
date and time of collection, and the name of
the investigating officer. Rules of evidence
require that a "chain of continuity" be proven before an object can be admitted as an
exhibit at a trial. This "chain of continuity"
is maintained by the proper labelling of
specimens followed by the physician hand ing them directly to the police. The physician and police officer double check the
labelling of these specimens. All these
samples are then examined in detail by the
Forensic Laboratory and the findings are
reported in court.
- Treatment
It should be stressed at this point that the
physician is not simply a supplier of
evidence. Once he assumes the professional
care of the patient, he may not withdraw
from the care of that patient without providing complete care.

Treatment of the patient involves the
following:
1. Treatment oflacerations, fractures , etc.
2. Prevention of venereal disease and
pregnancy.
3. Tetanus prophylaxis if necessary.
4. Treatment of psychological sequelae
and related problems on a short and
long term basis if necessary.
The majority of patients seen are women.
A minority are men. The same procedure is
carried out for the alleged male victim , with
appropriate modifications to specimen collection and treatment.
The entire examination takes approximately two hours. On completion, the patient is given fresh clothing and escorted
home by the police.
It is important to understand that the examination must be done in a systematic and
structured fashion . A victim may say he or
she has been sexually assaulted ; the
evidence may be clear that an attack has occurred; but, if there is any kind of mixup in
the gathering of evidence or the transfer of
evidence to the police, an alert Defense
Counsel will then introduce an element of
uncertainty into the test imony of all the prosecution witnesses. A suspect could then be
acquitted , not because the evidence was
lacking, but because it was gathered ,
transmitted , or presented in an untidy
fashion.
Not infrequently, the patient has
wondered why she has to go through the
detailed examination since she is not the
one that has committed the crime. She feels
she is the victim, not the assailant, and
should not be subjected to the examination.
As horrible and traumatic as rape is for the
victim , it would be equally horrible and
traumatic for someone to be falsely accused
and convicted of rape. Human nature being
what it is, false accusations have occurred .
Ponder for a moment the ramifications
(career, family, etc.) of being falsely accused
of rape.
There are those who wonder why the alleged victim cannot be examined to make
sure there has been no injury, have time to
regain composure, and then pursue rape
charges a few days later. Humane as this approcah may be, meaningful specimens must
be collected before a bath or shower has
washed away any significant evidence, or
before sperm motility has ceased, or before
sperm
have
become
decomposed .
Therefore, it is vital to the entire systematic
procedure that an examination and specimen collection take place as soon after the
alleged assault as possible.
To summarize, if a person feels that they
have been sexually assaulted , they should
not bathe or change their clothing. They
should contact the police as soon as possible. A police officer will then interview them
and escort them to the hospital . Usually this
police officer then calls in a detective who
will become the investigating officer and
this is the person with whom the physician
usually deals. The physician then gathers

information and conducts the examination.
The physician turns over a report and the
specimens collected to the investigating officer. The police carry on with their investigation and the physician carries on with
or arranges long term care of the alleged
victim .
The purpose of this article has been to
give a brief outline of the history of the examination of alleged sexual assault victims
as well as to outline the role of the physican
in this process. It is hoped that the reader
will have a better understanding of why a
formalized systematic procedure is
necessary. Recently, examination of alleged
sexual assault victims has come under much
criticism. Many women claim to have been
sexually assaulted but have failed to report
the incident because of their feared embarrassment at the examination or in court.
Physicians, police and the court have been
acutely aware of this, and with the advent of
the new Sexual Assault Kit , are attempting
to alleviate some of the problems. For
various reasons, we have a system within
which we must work and provide the best
possible care. To criticize is easy. To participate is difficult. But it is only through
repeated participation that problems become evident and solutions can be found.
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Legal Options for Victims of Rape
by Linda Sinnaeve, Meds '84
Professor Constance Backhouse of the
Faculty of Law at the University of Western
Ontario and a number oflaw students of the
same institution have recently compiled the
"London Rape Victims' Legal Handbook"
which addresses the legal considerations of
the social problem of rape. Statistics in·
dicate a reported rape occurs somewhere in
Canada every twenty-nine minutes but only
ten percent of the actual rapes are reported.
It is projected that one out of every seventeen women will be raped during her lifetime.
The handbook deals with such aspects as
the best means of preserving evidence, the
medical examination and the role of the
criminal justice system. As well it indicates
legal options available to the victim and
discusses support services such as the Sexual Assault Crisis Line. Although the handbook is addressed specifically to the local
London situation, it has general application
to the rest of Canada.
This article briefly summarizes the contents of the handbook.
First and foremost it is stressed that the
woman should neither claim the responsibility nor accept the guilt for the rape. She
is encouraged to obtain as accurate a
description as possible of the attacker,
noting especially distinguishing features
such as tatoos or moles, and then to record
as soon as possible all relevant information.
She is strongly advised not to bathe, shower
or change clothing after the attack but to instead go directly to a hospital emergency department where a medical examination can
be conducted. Hopefully these steps will
facilitate the collection of evidence which
can be used in court should the Crown elect
to prosecute the alleged rapist.
Once at the hospital, if the woman indicates that she does not wish the police to
be contacted, her request is honoured and
she is given a regular gynecological examination. If she wishes that the police be
informed, the local hospitals in London will
use a special medical evidence kit to obtain
and record the information acquired during
the examination. The effectiveness of the
examination for the purposes of collecting
evidence diminishes with the passage of
time; it is most effective during the ftrst
twenty-four hours but useful information
can be obtained during the second twentyfour hours as well.
If the victim elects to have the special examination, the evidence is given to the
police and the case is assigned to detectives
of the Criminal Investigation Division. The
detectives will then conduct an interview to
6

obtain a detailed account of the assault. The
investigation will not only assist in the apprehension and conviction of the rapist in
question, but is also potentially useful in the
resolution of earlier rape incidents as of yet
unresolved.
If there is insufficient evidence to bring a
charge of rape, a lesser charge of assault or
indecent assault may be laid . If the police
feel that there is too little evidence to lay any
charge at all , the woman may go to a Justice
of the Peace and personally lay a charge.
According to the handbook, the lesser
charge of assault need not be handled by the
Crown.
Rape is an indictable offence and is
therefore handled by the Crown Attorney,
who has the option to proceed to trial with
the case if he feels that there is sufficient
evidence. If he does decide to proceed , a
preliminary hearing is held whereat the
woman testifies and · all evidence is presented. If the judge deems there is insufficient evidence the case is dismissed ; if not , a
trial date is set and the alleged attacker is
charged with rape.
Rape is defined in section 143 of the
Criminal Code of Canada. The relevant section reads as follows:
143. A male person commits rape when
he has sexual intercourse with a female
person who is not his wife,
(a) without her consent, or
(b) with her consent if the consent
(i) is extorted by threats or fear of
bodily harm,
(ii) is obtained by personating her
husband, or
(iii) is obtained by false and
fraudulent representations as to the
nature and quality ofthe act.
"Sexual intercourse" is defined legally as
"penetration to the slightest extent of the
vagina by the penis " .
All criminal trials in Canada are open to
the public. The accused has the option to
elect trial by judge alone or by both judge
and jury.
The victim, when called to testify at trial ,
is questioned first by the Crown Attorney
and is then cross-examined by the defence
lawyer. Questions about the woman 's sexual
past may only be asked if a closed hearing is
held first to establish their relevance to the
present case. The accused is not required to
testify but may at his option choose to do so.
If a conviction is entered, the maximum
sentence for rape is life imprisonment, but
in practice in London the average sentence
is from two to four years.
In addition to the criminal sanction, other

legal remedies are available to the rape victim. The woman may decide to take civil action and sue the rapist in battery for
damages incurred during the incident. It is
however her responsibility to retain a lawyer
and if the rapist has little income or assets
the action is often not worthwhile. If the victim desires compensation , she may without
the aid of a lawyer apply to the provincial
government of Ontario for Compensation
for Victims of Crime. She may be awarded
compensation for pain and suffering, costs
of medical prescriptions, income lost due to
missed days at work or financial support if
she bears a child as a result of the rape. The
maximum lump sum payment is $15,000.
However, should the woman decide not to
report the rape to the police, or even if she
does and feels the need for moral support
she may contact the Sexual Assault Crisis
Line (438-2272). It is manned twenty-four
hours a day by trained counsellors who will,
if the victim wishes, accompany her to the
hospital , the police station and even the
trial. All information is kept strictly confidential.
In the alternative, the woman may contact
Family Consultants, a group of social service professionals which operates out of the
London Police Station. They are available
for short term counselling and will refer the
woman to other agencies for long term
assistance. They will also provide information on the legal system if it is requested .
Thirdly, the woman may decide to contact
a health professional such as a psychiatrist
who specializes in counselling of rape victims, or a psychologist or therapist. Three
such counselling services are mentioned in
the handbook: The Hawthorne Counselling
Cooperative, Student Health Services on the
campus of the University of Western On tario and Caring Service. All are staffed by
competent and trained personnel. Although
any fees required for the services must be
paid by the woman herself, they are based
on her financial situation and ability to pay.
The handbook clearly establishes that the
services in the London area, from the
hospitals and counselling services to the
police and justice system, are designed to
aid women in coping with the psychological
and physical consequences of a rape. It is
hoped that this article will serve to enlighten
all concerned as to the legal options
available to women who have been raped .
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The Terry Fox Training Center
Establishment Grant
by David T. Denhardt and Haydn Bush
Last fall Dr. Haydn Bush (Director, London
Cancer Oinic, Victoria Hospital) and Dr.
David Denhardt (Director, Cancer Research
Laboratory, University of Western Ontario)
received a Terry Fox Training Center Establishment Grant from The National Cancer
Institute of Canada. The award consists of
funds to provide the salaries for up to four
individuals for a five-year period plus an additional $6,000 per year per trainee accepted into the program for research and
educational purposes. The funds are of
course a portion of the twenty million plus
dollars donated by Canadians in response to
the courageous efforts of Terry Fox during
his Marathon of Hope run across Canada.
The trainees accepted into this program
will have an exciting opportunity to further
their own educational horizons and contribute to our understanding of Cancer.
Three of the four trainees are expected to be
medically qualified individuals, young men
or women who have earned their MD degree
and now wish to participate in research for a
few years (and perhaps earn a PhD) with a
salary commensurate with what they might
reasonably expect to earn in more direct
pursuit of their medical career. They may
also perform clinical duties. One of the four
trainees will be a PhD. Part of the training
program will consist of a series of lectures
by individuals expert in various aspects of
oncology; it will also include participation
in the graduate level course taught by members of the Cancer Research Laboratory.
The major part of the program entails
training in Cancer research by actually do-

ing research. Each individual will be expected to work on a project in collaboration
with other members of the Cancer Oinic,
the Cancer Research Laboratory, or both .
Drs. Bush and Denhardt expect that the
Terry Fox Fellows will catalyze interactions
between cancer research at the clinical level
and at the basic level.
The specific research projects that the
Terry Fox Trainees will participate in will
be partly selected by them. Research in the
Cancer Research Laboratory has four main
themes. One is a study of the avian RNA
tumour viruses and the mechanisms by
which RNA tumour viruses transform cells.
DNA sequences in human DNA that seem
related to transforming genes in viruses are
being studied. A second theme is to use
DNA viruses, particularly SV40 and Minute
Virus of Mouse, as tools to investigate the
enzymes used by mammalian cells to replicate their DNA. Because most viruses rely
very heavily on the host cell for the enzymes
they need to replicate, it is possible to use
them to dissect biochemically the complex
eukaryotic cell and ascertain the function(s)
of the various components. Monoclonal antibodies (hybridomas) are being raised
against selected cellular proteins. A third
area of research focusses on the repair of
damages to DNA in bacterial and human
cells. The enzymology of repair, the role of
poly(ADP)ribose in the cell, and the question of the inducibility of repair functions
are being investigated.
The genetic engineering and recombinant
DNA technologies are also being employed

to ask questions about cell proliferation and
cancer, particularly with reference to
leukemia. The general approach is to make
libraries of the mRNA sequences found in
normal and malignant cells and to use these
libraries to identify particular mRNA
species that are specifically associated with
the malignant phenotype. The ability to
clone DNA (and RNA, via a DNA copy) sequences in the cell makes it possible to identify and characterize elements that otherwise might be very difficult to detect.
Ultimately it should be possible to
enumerate very precisely just which functions have been altered in the transformed ,
the malignant, and the metastasizing cell.
Research in the Cancer Oinic centres
around a major theme of the biology of
metastasis. Analysis of clones of malignant
cells capable of metastasizing are being
made at the cellular and biochemical levels.
Using microtumour spheroids , the interactions of cloned subpopulations of tumour
cells are being evaluated with respect to the
ability of reconstructed spheroids implanted
in vivo to produce metastases. Additionally
the role of host cells, particularly with
regard to the ability of defined subpopulations of macrophages derived from tumours, in regulating various aspects of the
growth , differentiation, and metastatic properties of clonal lines of tumour cells is
under study.
Individuals interested in any of these programs should contact Dr. Bush or Dr.
Denhardt for further information.
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U.W.O. Student Health Services
by Mark C. Mason, Meds '82
The Student Health Services program at the
University of Western Ontario serves a large
portion of the young London population.
However, because of its position outside of
the U.W.O. Health Science teaching program, many health personnel and medical
students in London are not well acquainted
with its structure and functions. This article
will attempt to familiarize the reader with
U.W.O.'s own health services program.
History
Health Services at U.W.O. can be traced as
far back as 1947, when Dr. Helen Rossiter
began an afternoon clinic for students. It
was open for two to three hours in a small
structure near the Collip Building. The
clinic was moved to the basement of University College and then to Thames Hall in the
place where the women's locker room is now
located.
In 1956, Dr. R. Bowen became the new
director and the facilities were moved to
Somerville House, where the present
University Staff Health Services is located .
The program was staffed by ten to twelve
part-time physicians. A final move to the
present location in the University Community Centre (U.C.C.) was made in
December of 1971.
In 1971/ 1972 a U.W.O. University
Students' Council Committee, composed of
health science students, performed a study
of the health services at Western and made
several recommendations. As a result, the
present system of full-time physicians began
in 1972 with Dr. John Thurlow as the new
director. Dr. Fred Pattison is the present
director, having taken over when Dr.
Thurlow left in 1979.
Student Health Services at U.W.O. has
several separate health care facilities. The
Health Centre in the University Community
Centre is the major medical facility, but also
available for student use are a Counselling
Centre, a Gynaecology Oinic, and an Athletic Injuries Oinic. The staff of the Health
Centre are also involved in a local Preventive Health Program.
Health Centre
The Health Centre is located in Room 23 of
the University Community Centre. The
clinic has approximately four thousand
square feet of floor space with thirteen examining rooms, four of which are equipped
for minor surgical procedures. A small
pharmacy/ dispensary is contained within
the clinic.
The medical staff includes four full time
family physicians (Dr. Murray Awde, Dr.
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Sarma Lauge, Dr. Elspeth Kushnir, Dr.
Tom Macfarlane), and the director (Dr.
Fred Pattison) who divides his day between
health care and administrative duties. Six
registered nurses and a part time public
health nurse form the nursing staff. The
clerical work is performed by seven support
staff.
The Health Centre is open weekdays only,
but a physician is on call during off hours.
Students visit the clinic either by use of the
"Appointment Service" for problems which
are not of an immediate nature or by the
"Drop-in Service" - on a first come, first
serve basis - for problems which are more
urgent.
Use of the Health Centre is provided free
of charge to all full and part time students
at Western. Also provided are many free
medications , crutches, dressings and splints
which would not normally be covered by
OHlP.
The physicians at the clinic see a total of
approximately 1000 patients each week
(that is, 40 to 50 patients for each physician
daily on average). At least two physicians
work on the Drop-in Services while the remainder see patients with appointments.
Many students make their appointments
with the same physician each visit, thus providing good continuity of medical care.
The Health Centre does not have exact
figures for the incidences of the various
types of patient visits, but the physicians
feel there are slightly more female than
male visits, that there are many more acute
problems than chronic ones and more visits
requiring actual physical treatment than
visits requiring just counselling. The commonest problems seem to be upper respiratory tract infections, skin disorders,
gynaecological problems and sexually transmitted diseases, family planning, and
athletic and other injuries. There are also
frequent visits for routine physicals and
health examinations.
Simple investigations are readily available
to the physicians at health services. The
Athletic Injuries Clinic provides students
with X-ray facilities, and there is a blood
technician among the full time support staff
for drawing blood. Samples are picked up
by a private lab three times per day and
most haematology and biochemistry results
are returned within twenty four hours.
Referrals are also quite simple with appointments readily made for most students.
Dental problems are usually referred to the
U.W.O. Dentistry Oinic or to private den-

tists. Physiotherapy is performed at the
Athletic Injuries Clinic and speech
therapy/ audiology is available from the
Faculty of Health Sciences Communicative
Disorders Oinic. Serious emergencies requiring specialized physicians are usually
referred to University Hospital's emergency
department. Referrals are also made, of
course, to various medically and surgically
specialized physicians within the city as
necessary.
The Health Centre receives no special
funding from OHlP, just the normal
payments for services billed. The funds
necessary for its additional free services
come from student activity fees which
presently provide nineteen dollars per year
for each full time student. Payment to the
full time physicians at the clinic is by salary,
while additional part time physicians, who
are often employed, are hired through
Associated Physician Services and are paid
on an hourly basis.
Counselllng Services
Mr. David Sutton (Masters of Social Work)
is a full time employee of Student Health
Services. Dr. Beverly Carey, a full time
psychiatrist, also works in the clinic. They
provide counselling to students free of
charge, but by appointment only in Room
14 of the University Community Centre.
Gynaecology Clinic
This service is available in the Health Centre facilities Tuesday and Wedr:esday evenings. It is staffed by a gynaecologist (Dr.
Fraser Fellows) and two or three part time
family physicians. Patient visits are by appointment only.
Athletic Injuries Clinic
Located in Thames Hall, this well equipped
facility is open Monday, Wednesday and
Friday afternoons and serves students on a
drop in basis. Dr. J. C. Kennedy was the
director, but he has recently retired from
this position and Dr. P. Fowler, also an orthopaedic surgeon from London, has taken
his place. The director and orthopaedic
residents staff the clinic along with a full
time physiotherapist (Mr. Gary Lapenskie)
and two part time physiotherapists.
The Athletic Injury Oinic facilities include X-ray machinery and extensive
physiotherapy equipment. It is financed by
student fees, Student Health Services and
also by the U.W.O. Athletics Department
because it is used for team training and
physical education as well.
Preventive Health Programs
The staff physicians and nurses of the

Health Centre often make themselves
available for talks in the campus residencies. The most commonly requested topics
at these meetings seem to be Birth Control,
Sexually Transmitted Diseases , Smoking,
Alcohol, Athletics , Nutrition and Fitness.
The physicians have performed interviews
for local radio stations, both over the phone
and in the studio, as well as making appearances on local cable television programs. They make up free brochures and
pamphlets aimed at education and primary
prevention. Articles for similar purposes

have been published in the Western newspaper (Gazette).
In February, 1981, the Student Health
Services staff organized a two Health Fair in
the U.C.C. Centrespot. It consisted of information booths on common health problems and was attended by nearly eight thousand students. There will be another fair
this year.
In thirty-five years U. W.O. Student
Health Services has grown from a small
clinic employing a single physician to a
system of diversified services seeing more

patients each month than it originally saw
each year. It has begun to place greater emphasis on health education in order to prevent health problems associated with lifestlye and longstanding personal habits. Let
us hope that, in these times of restrictions
on both health care and educational spendings, it continues to provide such a readily
accessible and informative health care
system for Western students.
The author would like to thank Dr. Fred
Pattison, Mrs. Judy Leyshon and Dr. H.
Rossiter for their time and information.

A Historical Look at
Syphilis and Its Management
by S. Ronald Long, Meds '82
Abstract

The following article is based on information obtained from the listed references.
Epidemiologic, historic and anthropologic
data suggest the introduction of syphilis to
15th century Europe was from "The New
Lands", possible Haiti, on the return of Columbus from America. Former treatment
modalities, including mercurials , arsenicals, and inoculation with malaria and
other fever producing agents are discussed
briefly.
Syphilis, also known as Lues, Old Joe,
The Sore, Bad Blood and Las Bubas, is an
infectious process caused by the spirochaete
Treponema pallidum. It is strictly a disease
of man, transmitted usually during sexual
contact , at which time the bacterium is
passed from an infected individual to a noninfected individual via mucous membranes
and breaks in the skin. The bacterium survives only briefly outside of the body. The
stages of syphilis include primary, secondary, latent and late syphilis. The late type
can be clinically manifest by neurosyphilis,
tabes dorsalis, cardiovascular syphilis and
other syndromes. T. pallidum can cross the
placenta and cause congenital syphilis,
which is eventually manifest in characteristic stigmas, including sabre shins, deafness,
saddle nose, Hutchison's teeth, interstitial
keratitis and central nervous system disturbances . Current investigational management and followup is not discussed in this
article, and is easily found elsewhere. There
is no known natural immunity to T.
pallidum and no effective vaccination
against the organism at the present time.
The history of syphilis is interesting and
unique in that nowhere in the history of
medicine and disease of the ancient times is
there documentation of the presence of
syphilis. Rather, it assumed its place in
history as a sudden plague, which swept
over the known world from western Europe,

commencing in 1494. No similar account of
the sudden establishment of a disease exists.
The severe nature of the initial epidemic has
been well documented . . . the disease
beginning with a rapid onset of headaches,
malaise, fever , skin manifestations not
unlike smallpox, prostration and not uncommonly leading to death.
In 1494, King Charles VIII of France and
his mercenary army, composed largely of
Spaniards, marched across Europe and invaded Italy. The army was forced back, not
by the Italians , but because of disease. As
the troops returned to their native lands
following the disbanding of the army, the
disease - syphilis - was disseminated
throughout Europe. The Portugese are
thought to have been responsible for the introduction of syphilis to Africa and the
Orient. So serious was the affliction considered to be, that in 1496 it was decreed by
the Governor of Paris that all persons infected with the disease leave the city within
the following twenty-four hours. The
English called it " The French Disease".
The French called "The Italian Disease".
The Italians called it either "The French
Disease" or "The Spanish Disease". The
Spaniards called it the disease of Espanola
(Haiti).
The temporal sequence of the first reported cases in Europe in 1494, following
the return of Columbus from America in
1493, could , in itself, be merely coincidental. However, reports from the first Columbus expedition describe a similar disease
contracted from Indian (Haitian) women by
Spaniards with Columbus. The following
are accounts taken from Columbus' second
voyage by Las Casas . ..
"I myself sometimes endeavoured
to inquire of the Indians of this island
if this malady were very ancient in it,
and they answered yes .. . It is a thing
well verified that all incontinent

Spaniards that did not have the virtue
of chastity on this island were contaminated by it .. . and out of a hundred perhaps not one escaped except
when the other party never had it.
The Indians, men or women, that
had it were little affected by it, almost
as little as if they only had smallpox
... " (Reference 5, pg. 19).
and by Dias .. .
" As of its very nature contagious,
they got it easily; and presently it was
seen in the armada itself in a pilot of
Palos who was called Pincon [Martin
Alonso Pincon, Commander of the
Pinta] and others whom the aforesaid
malady kept attacking." (Reference
5, pg. 22).
The disease, it appears, was common
among the Indians, but was "not so
dangerous with them as with us". 5
Early accounts of Spanish America have
confirmed the pre-Columbus presence of a
disease similar to syphilis among the Aztecs
and other natives. Syphilitic lesions in
bones, which are virtually unmistakable,
have also been found in the pre-Columbus
era in what was to become Spanish
America, but have not been found in preColumbus Europe. The theory of the transmission of syphilis to Western Europe
(where it was absent) from the "New
World " (where it was present) via the Columbus expedition, with subsequent dissemination across Europe and the rest of the
travelled world, is a perfect fit.
It was not until thirty five years after the
introduction of syphilis to Europe, that
Fracastor coined its present day name probably from "o11s" (swine) and "+tAos"
(lover). By this time, masses of literature on
the clinical course of syphilis had begun to
emerge. Various treatment regimens of
varying degrees of efficacy were in common
use. Steam treatments abounded. The use
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of mercury dates back to these early days.
(As recently as 1949, poultices of mercuric
paste were still recommended as an adjuvant in some cases.) It had been used by the
Arabs for centuries previously in the treatment of scabies and leprosy and was given
as a topical ointment, paste or as an inhalation/fumigation agent. Vegetable infusions,
sulphur baths and compounds later found
to contain arsenic were also tried. Valsalva
(1666-1723) established the relationship of
syphilis to diseases of abdominal organs.
The infectious nature and transmissability
to doctors and midwives was documented in
1718. Hereditary syphilis was soon described as well.
As more became known about the nature
of the disease (and the treatments!) the
therapies gradually became somewhat standardized . Van Swieter (1700-1773) advocated the administration of mercury to a
point of producing severe salivation. (Acute
poisoning with mercury is manifested by
salivation, thirst, nausea, vomiting, abdominal pain, lesions of mucous membranes , aneuria, bloody diarrhea and
shock). In 1835, Wallace introduced
potassium iodide (p.o., 2 to 3 grams per day)
as an adjuvant for parenteral mercury
therapy. In 1837 Ricods made the distinction between syphilis and gonorrhea,
although the causative organisms for gonorrhea and syphilis were not discovered and
isolated until 1879 and 1905 by Neisser and

Schaudin!Hoffrnan respectively. In 1907
Wasserman described his immunologic test
for syphilis.
In 1909 Ehrlick introduced arsphenamine
as a treatment regimen that would shortly
replace mercurials. Previously Ehrlick had
used dyes to treat malaria and trypanosomiasis, and his use of arsenic, in the form of
arsphenamine, came by analogy: arsenic
was similar in the periodic table to nitrogen
and nitrogen was a component of azo dyes.
Adverse reactions to arsphenamine were not
uncommon, and included dermatitis, febrile
reactions,
anaphylaxis,
nephritis,
albuminuria, hepatotoxicity, encephalopathy and "a lowering of the general
health". Arsenic became the basis for a
popular, and reasonably effective combination drug nicknames "606" or "salvarsan".
In the '20's, '30's, and '40's varying
regimens of arsenicals, iodides, mercurials
and bismuth predominated.
In 1949, it was clinically observed by
Wagner-Jauregy that psychotic patients occasionally improved following febrile illnesses. Several patients with general
paresis were observed to improve, which led
to an interest in "febrile therapy" for
syphilis. Induced malaria was the most efficient febrile agent, but fever was also induced by the intravenous injection of typhoid
vaccine. The aim of fever therapy was to obtain a body temperature of between 102 and
105 degrees farenheit for three to six hours,

and eight to ten fevers were thought to be
sufficient for the treatment of neurosyphilis
(T. pallidurn is not completely destroyed by
temperatures tolerated by man). The mortality rate for mala.ria therapy ranged from
five to twenty percent and was somewhat
lower for typhoid vaccine therapy. However,
the availability of penicillin at this time
rapidly precluded the need for febrile
therapies and all previous forms of treatment for syphilis soon became history.
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A Puzzle in Epidemiology
by Carol Buck, M.D., M.Sc., D.P.H.
Epidemiology, like any active scientific
discipline, abounds with puzzles. The solution to a puzzle often leads to a new
hypothesi~. Therefore, a puzzle has the
potential for advancing knowledge and
should be regarded with delight rather than
despair.
Let us look at a recent example. Populations with high mortality from coronary
disease generally have high mortality from
cancer of the colon. Individuals with high
serum cholesterol have an elevated risk of
coronary disease. Now comes the puzzle.
Recent studies have found that individuals
with low serum cholesterol have an increased mortality from colon cancer'·'
Before a puzzle leads us into the higher
reaches of scientific thought, we should consider explanations by which it might easily
be dismissed. The most likely explanation
in this case is that cancer of the colon, by
some means, produces a fall in serum cholesterol. If this explanation were correct, the
association between low cholesterol and col10

on cancer should disappear if we excluded
people whose reduced cholesterol was a consequence of an asymptomatic cancer. This
could be done by letting 4-5 years elapse
before examining the risk of colon cancer in
people with a low level of serum cholesterol.
By that time most people with pre-existing
cancer of the colon would have been identified. Such studies have been carried out
and have found that low serum cholesterol
still is associated with an increased mortality from colon cancer. Thus, the easy solution to the puzzle has failed.
The next line of attack, perhaps prompted
more by a desire to get rid of puzzles than to
learn from them, was to look for errors in
the collection of data on serum cholesterol
or cancer of the colon, or both. Errors sufficient to explain the paradox have not been
found.
I would like now to suggest a hypothesis
that might account for the paradox. Suppose that orne people, perhaps from
genetic causes, maintain a low serum

cholesterol in spite of consuming a western
diet that is high in saturated fats . Let us
suppose further that they do this by excreting large amounts of bile acids and
other metabolites thought to be promoters
of colon cancer. Dietary experiments to prevent coronary disease suggest that when
serum cholesterol is lowered by a diet high
in polyunsaturated fats, the excretion of
such metabolites is increased. Is it not conceivable that the same thing happens in an
individual who maintains a low serum cholesterol on a diet high in saturated fats? As
far as I know, such a possibility has not
been ruled out.
Under this hypothesis, the observed mortality from coronary disease in a population
consuming a western diet would co-exist
with an elevated mortality from colon
cancer. The latter would arise from the segment of the population whose low serum
cholesterol was a consequence of an atypical
metabolic response to saturated fat.
The hypothesis also would be consistent

with the observed low mortality from coronary disease and colon cancer in populations consuming a diet low in saturated fat.
In such populations there would be no
dietary stimulus to elicit the atypical
metabolic response to saturated fat. Nor
would there be a dietary cause of high
serum cholesterol leading to coronary
disease.
This hypothesis is advanced very tentatively. But it could fairly easily be tested by
examining the fecal content of bile acids in
a sample from a population consuming a
western diet. The hypothesis would be sup·

ported if it were found that individuals with
the lowest levels of serum cholesterol had
the highest levels of fecal bile acids and
other supposed promoters of colon cancer.
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Blood Money
by Mike Northcott Meds '85
Green Cross , a Japanese pharmaceutical
company, will soon market an oil-derived
perfluorocarbon blood substitute called
Fluosol -DA. pending approval by the Japanese equivalent of the Food & Drug Ad ministration.
The company expects that their product
will be used initially where real blood is not
readily available or acceptable; in emergen cy rooms or at the scene of accidents, for example. It could prove also to be a godsend
for patients who are Jehovah's Witnesses;
their religious convictions prohibit transfusions with real blood. Thomas Drees, president of Alpha Therapeutic Corporation (the
Los Angeles-based subsidiary of Green
Cross) notes that 15% of all accident victims
die during the several hours it can take to
cross-match human blood . Fluosol could

eliminate this, since it can be administered
to all blood types.
There are other advantages, as well.
Frozen Fluosol has a shelf life of three
years, compared to three months for whole
blood . It eliminates the risk of hepatitis infection associated with human blood .
Fluosol can carry three to six times the oxygen per unit volume of whole blood; the
small size of Fluosol particles allows them
to reach parts of the body unattainable by
whole blood .
However, Fluosol is not without its inconveniences. It must be defrosted in a microwave oven before use. A high-oxygen atmosphere is required for administration.
Moreover, Fluosol can not replace whole
blood, only red blood cells. Its milky-white
colour may lend a slight pallor to the reci-

pient ; as well, since Fluosol is eliminated via
the breath, patients tend to smell like oil
refineries. Nevertheless, the advantageous
properties of Fluosol are being tested now
for use in treating cancer, heart disease,
carbon monoxide poisoning, anemia, shock,
strokes and for preserving organs prior to
human transplant.
Although Fluosol has taken 15 years and
SIS million to develop, Green Cross stands
to profit handsomely. First-year sales are
expected to total 600,000 units at $100 per
unit. In time, Fluosol could be used in
roughly SO% of the 60 million annual blood
transfusions worldwide.
ref. Forbes. November 9. 1981

Surgery in utero
by Mike Northcott Meds '85
Dr. Mitchell Golbus (a prenatal diagnosis
specialist), pediatric surgeon Dr. Michael
Harrison and Dr. Roy Filly, an ultrasound
diagnostic specialist, all of the University of
California Medical Centre in San Francisco,
have successfully performed the world 's first
out-of-womb operation.
In April , 1981, the team inserted a
catheter through a pregnant woman's abdomen and into the fetus, venting a potentially fatal blockage in the fetal bladder.

This was the ftrst time such an in utero
operation had been performed successfully.
The same trio later conducted the world 's
first out-of-womb operation to correct a
urinary tract blockage in the 21-week-old
fetus. The unborn baby was returned to its
mother's uterus after about 30 minutes outside the womb during the entire 90-minute
operation.
The mother carried the baby boy to term ;
sadly, however, it died soon after birth

because the problem was too far advanced
prior to surgery. Dr. Golbus is optimistic,
though. "It was the first successful surgery
of its kind in terms of being able to get the
fetus out of the womb, put it back and have
it keep going."
ref Hamilton Spectator, November 16,
1981
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Right Ventricular Dysplasia:
An "Electrical Catastrophe"
by Mike Northcott Meds '85
For two years prior to his admission to
University Hospital in London, Ontario, a
35-year old Newfoundland man had an astounding heart rate of 160 beats per minute;
neither drugs nor bed rest could calm his
racing heart. Heart surgeon Gerard
Guiraudon diagnosed the man's problem as
right ventricular dysplasia, a degenerative
muscle condition which scars the right ventricle and short-circuits its electrical conduction system. The patient's right ventricle
was generating its own electrical impulses,
which crossed over and accelerated the left
ventricle, a so-<:alled "electrical catastrophe" .

Traditionally in such cases, only the
pieces of scar tissue which cause the abnormality are excised. However, the patient's heart was so badly scarred that the
impulses could arise anywhere within the
right ventricle. Because the patient's chance
of survival was slim, Dr. Guiraudon decided
upon a surgical procedure never before attempted: he temporarily severed the right
ventricle, leaving the coronary vessels and
pulmonary artery intact, and then sewed it
back into place.
The surgery disrupted the right ventricle's
electrical connections to the rest of the
heart, thus blocking the abnormal impulses

which set the heart racing. The undamaged
left ventricle and the two atria now generate
enough force to compensate for the patient's non-functioning right ventricle.
It is currently uncertain whether right
ventricular dysplasia is an inherited disease;
however, three of the patient's relatives, all
36 years of age or younger, died from heart
attacks.

ref. Maclean's, October 26, 1981

Asthma and Monosodium Glutamate
by Mike Northcott Meds '85
Some of us have experienced the flushes and
heart palpitations associated with the consumption of food seasoned with monosodium glutamate (MSG); indeed, this
benign reaction is frequent enough to merit
the familiar title of " Chinese restaurant
syndrome" . But according to doctors David
Allen and Gary Baker in a report in The
New England Journal of Medicine, asthma
sufferers who partake of food laced with
MSG could be in considerable danger.
The authors describe the cases of two
asthmatics on additive-free diets who experienced wheezing and tightening of bronchial passages after a Chinese meal. To examine the involvement of MSG, a 2.5-gram

dose of the additive was administered to
each patient; both experienced severe
asthma attacks within half a day.
The controversy surrounding MSG has
been going on for some time now, and a
clear resolution is nowhere in sight. The additive was voluntarily removed from baby
food twelve years ago in response to consumer pressure. Linda Pim of Toronto's
Pollution Probe blacklists MSG because
"There is evidence from animal studies that
it causes brain damage, possible birth
defects, and in humans it has been linked to
depression." Yet Richard Cristo! , executive
director of the Glutamate Association in
Atlanta, Georgia, disagrees with the report

by Allen and Baker. He notes that: (1) only
two subjects were involved; (2) a massive
dose of MSG was used; and (3) symptoms
developed half a day later, whereas the body
metabolizes MSG completely within three
hours.
Whatever the outcome of the debate, it is
known already that MSG is a difficult food
additive to avoid. Chinese restaurants are
not alone in using MSG; it is added to
enhance flavor during many canning processes. As well, food served buffet style or
under warming lights is likely to contain
MSG to retain flavor.

finding out. With the return to the classroom after the three month clinical block
this past fall , there were many tales of exotic

and exciting electives. Many people took advantage of Western's unique elective program to see such parts of the world as South

ref. Maclean's, December 7, 1981

OassNews

Meds '82 News
Of all four years of medical school, fourth
year is certainly the highlight as Meds '82 is
12

Africa, New Zealand, Europe and many
other far off places. Meds '82 would encourage anyone considering an overseas
elective in the future to take advantage of
this opportunity.
The return to the classroom has been
made somewhat more enjoyable by the
many events planned during this eight week
block. The London Medical Academy put
on an enjoyable dinner for the fourth year
class at the London Hunt Club. The
numerous speakers introduced the class to
the CMA, OMA, LMA, the Royal College
and other facts of reality such as insurance
and malpractice. At the present time the
class is in high gear preparing for Tachycardia as are all the other classes. The basic
science block, although not long, is busy
with people working on a class year book,
planning convocation, planning pubs and
parties and getting grad photos taken. The
annual 3rd and 4th year party is planned for
later in January and will hopefully be well
attended by both classes and faculty.
On top of all the enjoyable activities, the
fourth year class has been faced with the
complicated and time consuming task of
applying for internships, applying to write
the LMCC's and applying to graduate. So
you thought it was difficult to get into
Medicine? Just wait until you try to get out!
Though the return to the classroom has
been enjoyable at times, it seems the majority of the class in anxiously awaiting the
return to the clinical setting and the completion of our last three months of school.
Ross Walker, Class President, Meds '82.

Meds '83 News
Third year clinical clerkship is turning out
to be one of the most hectic times of our
lives. This becomes increasingly more evident when talking to one of the few classmates you see on a chance encounter in the
hospital corridors. There hardly seems to be
enough time to reflect on the fact that as
1981 drew to a close, we've completed more
than half of our medical school training.
Graduation in June 1983 is approaching
rapidly! While an enormous effort has been
put forth for Tachycardia '82, decisions
about electives/selectives linger overhead .
Arrangements for the annual third/fourth
year dinner and dance, given in honour of
the year's graduating class, are nearing
completion. We're looking forward to the
party to be held on January 29th. The Meds
'83 Men's basketball team , playing in the
campus intramural league, is getting ready
for the second half of the season. We won
more than fifty percent of our games before
the Christmas break. We're looking to improve our record this second half. Our
chances for a playoff berth seem very good.
Support your Medical Journal !
Ralph Fillce, Qass President, Meds '83

Meds '84 News
As January comes to a close , it's time to
recap the major events in Meds '84 over the
past few months.
Unfortunately, November consisted primarily of cramming for exams, which were
written during the first week of December.

The Department of Pharmacology was considerate enough to schedule another exam
during the last week before Christmas. Our
annual Christmas party was held at the
Hunt Club, courtesy of Dr. R. J. Anderson ,
the second year Honourary Class President.
Entertainment was provided by none other
than the 'Breech Boys', and good food ,
drinks and fun were had by all.
The marks from the first trimester exams
were issued the last day before the break (a
merry Christmas from Dean Hollenberg),
although a miscalculation on the part of the
Department of Pathology voided all the
reports and grades were reissued the first
week back. Second trimester consists of
ICC, ICC and more ICC (pronounced like
sick without the 's'). The only highlights are
Dr. Silcox's practical pointers on selfindulgence. Males in the class may be finding it easier to meet their rent payments via
Dr. Brown's OCAP plan (Ontario Conception Assistance Plan).
Meds '84 hits the stage with "Batdoc and
Throbbin " in Tachycardia, which once
again proves to be a "creative" release for
those warped medical minds.
Rick Pearce, Qass President, Meds '84
Jamie Baln, Vice President, Meds '84

Meds '85 News
Sorry, we're still watttng to find out if
anything is happening!

Letters to the Editor

To the editor:
I read your admonition in the editorial
(Vol. 51 , no. 3) concerning the feedback
from subscribers.
If you look back through the yellowing
issues of the Journal , you will note that I
was the erstwhile editor for the journal in
the years 1967 to 1969 inclusive. At that
time Ron Wexler, who was the assistant
editor and myself had very simple objectives :
1. We did not wish to emulate the New
England Journal of Medicine.
2. Faculty were not welcome to contribute
articles.
3. Hopefully it contained trivia, news and
items of topical interest concerning the
school , which would be of interest to the

alumni, and to the faculty scattered
around the city.
4. Lastly, it contained at least a double
page of photographs for those members
of the faculty who we know have difficulty in reading and writing.
If your target audience is indeed the faculty and alumni , along with , God forbid, the
student body, could I recommend that you
continue with your emphasis on student involvement , decrease faculty involvement,
emphasize advertising (a very important
aspect in days gone by), and lastly, do not
concern yourself if the publication appears
somewhat infantile and newsy. Rightly or
wrongly, this is how the alumni and faculty
perceive the Hippocratic Council 's medical journal.

I certainly appreciate your concerns
regarding continuity. It is both Ron Wexler's and my strong recommendation to the
then current Dean (Dr. Hocking), that the
editorial assistant be a member of the
Dean 's office, with an appropriate contribution to the Dean's administrative fund. If we
follow the example of dentistry we can see
that t his is a very successful formula indeed .
All best wishes for the future, and I look
forward to reading the Journal, even though
it has a somewhat intermittent and fitful
publication interval.
All best wishes for the New Year.
Yours sincerely,
Martin J. Inwood , M.D.
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Laws To Live By

The following words of wisdom are quoted
from: Bloch, Arthur, Murphy 's Law and
other reasons why things go 8uo.JM! Los
Angeles: Price/Stern/Sloane, 1977.
"Ginsberg's Theorem:
1. You can't win.
2. You can't break even.
3. You can't even quit the game."
"Fett's Law Of The Lab:
Never replicate a successful experiment."
"Parkinson's Law For Medical Research:
Successful research attracts the bigger grant
which makes further research impossible."
"Parkinson's Sixth Law:
The progress of science varies inversely with
the number of journals published."
"Peter's Invenlon:
Internal consistency is valued more highly
than efficient service."
"Peter's Placebo:
An ounce of image is worth a pound of performance."
"Imhoff's Law:
The organization of any bureaucracy is very
much like a septic tank - the really big
chunks always rise to the top."
"H. L. Mencken's Law:
Those who can- do.
Those who cannot- teach.

Martin's Extension:
Those who cannot teach- administrate."
"lone's Law:
The man who can smile when things go
wrong has thought of someone he can blame
it on."
"Worker's DUemma:
1. No matter how much you do, you'll never
do enough.
2. What you don't do is always more important than what you do do."
"Levy's Eighth Law:
No amount of genius can overcome a preoccupation with detail."
''Levy's Ninth Law:
Only God can make a random selection."
"Mr. Cole's Axiom:
The sum of intelligence on the planet is a
constant; the population is growing." ·
"<lturchill's Commentary on Man:
Man will occasionally stumble over the
truth, but most of the time he will pick
himself up and continue on."
"Kerr-Martin Law:
1. In dealing with their own problems,
faculty members are the most extreme
conservatives.
2. In dealing with other people's problems,
they are the most extreme liberals."

"Laws of Procrastination:
1. Procrastination shortens the job and
places the responsibility for its termination on someone else (the authority who
imposed the deadline).
2. It reduces anxiety by reducing the
expected quality of the project from the
best of all possible efforts to the best that
can be expected given the limited time.
3. Status is gained in the eyes of others, and
in one's own eyes, because it is assumed
that the importance of the work justifies
the stress.
4. Avoidance of interruptions including the
assignment of other duties can usually be
achieved, so that the obviously stressed
worker can concentrate on the single effort.
5. Procrastination avoids boredom; one
never has the feeling that there is
nothing important to do.
6. It may eliminate the job if the need
passes before the job can be done."
Ifyour life experiences have led to the formulation of your own law, send it to the
editor of the Journal- we will be pleased to
publish it.

Electronic Speech
by Mike Northcott Med.s '85
For patients who have undergone a
laryngectomy, learning to speak again entails swallowing air in order to "belch"
various words and phrases. Because such
speech requires painstaking practice to
achieve and often is not easily understood,
many patients become frustrated. Recent
advances in electronics, however, may offer
these people new alternatives.
At Thomas Jefferson University in Philadelphia, the world's first self-contained artificial larynx is being developed . The device
is situated in a plate embedded in the roof
of the mouth; the plate is anchored by wires
14

to the teeth. Like the natural larynx, it produces a sound which the tongue and mouth
transform into speech. When two electrodes
are touched by the tongue the unit is switched on and off; a similar pair of electrodes,
also in the roof of the mouth, interrupts the
flow of sound.
David Pfeiffer, a professor of engineering
at McGill University, has taken a different
approach with his voice synthesizer. The patient "plays" phonemes by sliding his
fingers along a touch-sensitive pad. According to Pfeiffer, many people have learned to produce all vowels after 30 minutes'

practice. Varying fmger pressure produces
inflections and accents, thus allowing more
individualized expression. This contrasts to
the original 1939 "Vo-coder" of the Bell
Telephone Company, where the operator
had to pump a pedal to make a sound (not
unlike a church organ). Phonemes were
typed in to tortuously produce rather choppy, monotonic speech.
Pfeiffer's device should be on the market
by the fall of 1982.
ref Science Digest, November 1981
Maclean 's, Octoberl9, 1981

TACHYCARDIA '82 ....... coming in your next issue ....... meanwhile, can you identify the people in these photos ....... what are
they doing now ...... .

Corrections
The Journal Staff extends its apologies to
Mark Mason for the following errors in the
typesetting of his article " Patello-Femoral
Arthralgia and Chondromalacia Patellae"
(Vol. 51, no. 3)
Corrections:
p. 10, para. l,line 3 ........... physiatry
p. 10, para. 3, line 4 .......... arthralgia
p. 11, para. 1, line 2 . . . and an "odd facet"
p. 11, para. 3, line 1 . . . . . . . . . . . . portion
p. 11, para. 11, line 13. . . . . . . the intrinsic
p. 12, para. 3, line 8 ............ radially
p. 13, para. 8,1ine 13.......... displaced
p. 13, para. 16,1ine 1 .. Osgood-Schlatter's
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Portfolio Management:
we have the know-how.
Objective financial counselling, sound research,
recognition of individual needs, accurate record-keeping,
timely reporting and tax accounting ... at Montreal Trust
we do know the needs of effective Portfolio Management.
To find out more about how we may help you, including
details of our safekeeping service, and income collection and
disbursement, call, or come in and see us at the address below.

~8

Montreal Trust
~I worth talking to.
W. F. O'Connor, Mgr.
171 Queens Ave., London N6A 5]7
"Branches Coast to Coast"

433-2843
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Since 1898
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Quality, Service and Value
388 RICHMOND STREET
LONDON, ONTARIO
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433-0611
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